The Association of Southeast Asian Nations (ASEAN) Economic Community (AEC) was inaugurated in December 2015 with the primary aim of achieving a strong and prosperous community through accelerating economic integration. The notion of a single market, underpinned by the free flow of trade in services and skilled labour, is integral to the spirit of the AEC. To facilitate the intra-regional mobility of health professionals, Mutual Recognition Arrangements (MRAs) were signed, for nursing in 2006 and for medicine and dentistry in 2009, and now sit within the AEC objectives. This study examines the observed and potential impact of the health-related MRAs on health worker mobility within the region, particularly with regard to qualified doctors and nurses. To explore the available evidence, the authors undertook a narrative literature and document review, consistent with the RAMESES guidelines for qualitative research in international development and policy making in the area of health. Peerreviewed articles and the grey literature from the period beginning in 2005 were reviewed. We find that the implementation of health-related MRAs has been slow and complex due to a number of barriers and challenges, such as resistance to the inflow of health professionals by the local workforce, shortcomings in the implementing mechanisms and an individual preference among health professionals for seeking better opportunities outside the region. Despite increasing worker mobility generally within ASEAN through formal and informal mechanisms, the MRAs themselves do not appear yet to have facilitated the freer movement of health workers. To strengthen health worker mobility, the full implementation of the health-related MRAs is essential, requiring support from broader trade and immigration policies and a stronger political commitment. Policy makers in ASEAN Member States will need to manage competing national interests in order to harness support for effective implementation.
Introduction
The Association of Southeast Asian Nations (ASEAN) was established in 1967 by five founding countries: Indonesia, Malaysia, the Philippines, Singapore and Thailand. Five additional Member StatesBrunei Darussalam, Viet Nam, Lao PDR, Myanmar and Cambodiahave subsequently been admitted ('ASEAN: Establishment, 2017'). The primary aim of the association is to accelerate the economic growth, social progress and cultural development in the region through joint endeavours in the spirit of equality and partnership in order to strengthen the foundation However, 50 years since establishment, ASEAN Member States are still in different phases of economic development by income level (World Bank, 2017) and have diverse arrangements and differing capacities in their health systems (Chongsuvivatwong et al., 2011) .
Challenged by aging populations and an increased burden of non-communicable and chronic diseases, the health systems of the Member States are at different stages and are developing at different rates of change (Chongsuvivatwong et al., 2011) . Although all are committed to the goal of universal health coverage-target 3.8 in the Sustainable Development Goals (United Nations, 2015)-the Member States have achieved different levels of progress along this path (Van Minh et al., 2014) . Malaysia, Singapore and Thailand now provide different forms of social health insurance to >90% of their populations. Coverage in countries like Cambodia and Lao PDR is much more limited but is increasing rapidly (Van Minh et al., 2014) . Thailand, Singapore and Malaysia are also recognized for providing medical tourism-whereby consumers in other countries choose to travel across borders or from overseas destinations to receive treatment in these countries (Arunanondchai and Fink, 2007; Chongsuvivatwong et al., 2011; Kanchanachitra et al., 2011; McCall, 2014; Lunt et al., 2016) .
In all Member States, however, the national distribution of the health workforce has been uneven, with significant shortages common in rural areas (Kanchanachitra et al., 2011) . Globally, there are also concerns about the impact of health workforce migration and trade in health services on the health systems of origin countries (Dhillon et al., 2010; Dambisya et al., 2013; Lautier, 2014) . For example, despite its long history of exporting nurses to developed countries and retraining physicians to work as nurses overseas, the Philippines has recently experienced a shortage of highly skilled nurses, resulting in the closure of some domestic hospitals (Lorenzo et al., 2007; Masselink and Lee, 2013) . The effects of health-worker migration in search of a better standard of living, higher salaries, access to advanced technology and more stable working and social conditions (Dodani and Laporte, 2005) has been widely explored in both origin and destination countries (Mullan, 2005; Misau et al., 2010; Pylypa, 2013) .
The move towards establishing an ASEAN Economic Community (AEC), loosely modelled on the European Economic Community, was proposed in 2003 and was formally inaugurated on 31 December 2015 (ASEAN Secretariat, 2017) with the purpose of narrowing the economic gap and accelerating the economic integration of the less-developed Member States (Cambodia, Lao PDR, Myanmar and Vietnam) ('ASEAN: Establishment, 2017'). The AEC Blueprint 2015, which was adopted in 2007, characterized the AEC as: (i) a single market and production base, (ii) a highly competitive economic region, (iii) a region of equitable economic development and (iv) a region fully integrated into the global economy (ASEAN Secretariat, 2008) . It identified two important targets as the free flow of trade in services and in skilled labour.
The Blueprint identified healthcare as one of four priority services for which all substantial trade restrictions were marked for removal by 2010. The increased mobility of health professionals is integral to this liberalization (ASEAN Secretariat, 2008 (2009) and dentistry (2009), were signed by all the Member States to facilitate the intra-regional mobility of professionals, to exchange expertise and information regarding qualifications and standards, to promote the adoption of best practices, and to provide opportunities for professional training and capacity building in the prioritized occupations (Mendoza and Sugiyarto, 2017) .
A challenge arises from the existing patterns of health worker mobility within ASEAN, which demonstrate a movement of health professionals from lesser to more developed Member States such as Brunei Darussalam, Malaysia, Singapore and Thailand (ASEAN-ANU Migration Research Team, 2005; Arunanondchai and Fink, 2007; Kanchanachitra et al., 2011; Antonio, 2015) . Singapore, Malaysia and Brunei Darussalam are significant importers of health workers to meet domestic demand, and Singapore and Malaysia import significant numbers to support medical tourism (ASEAN-ANU Migration Research Team, 2005; Kanchanachitra et al., 2011) . Although it has a relatively strong health sector, Thailand does not currently import foreign health workers in significant numbers (Arunanondchai and Fink, 2007; Chongsuvivatwong et al., 2011; Kanchanachitra et al., 2011; McCall, 2014) . The Philippines and Indonesia are the main exporters of doctors and nurses (Kanchanachitra et al., 2011) , though ASEAN Member States are not the top destinations for these health professionals. The top destinations for Philippine nurses are Saudi Arabia, the USA, the UK and the United Arab Emirates. For Indonesian nurses, Saudi Arabia, the United Arab Emirates, Malaysia and Singapore are their main destination countries (Kanchanachitra et al., 2011) .
This migration is commonly facilitated by bilateral agreements; the growing migration of nurses from the Philippines and Indonesia to work in Japan is covered by the Japan-Philippines Economic Partnership Agreement and Japan-Indonesia Economic Partnership Agreement respectively (Yagi et al., 2014; Ford and Kawashima, 2016) . The migration of health workers from less developed Member States such as Cambodia, Lao PDR, Myanmar and Vietnam is still limited and these countries have little engagement in external trade in health services, partly due to the lower quality of
Key Messages
• From 2006, Mutual Recognition Arrangements (MRAs) in medicine, dentistry and nursing were signed by Association of Southeast Asian Nations (ASEAN) Member States to facilitate the intra-regional mobility of health professionals for liberalization of healthcare services in the ASEAN Economic Community.
• Implementation of the MRAs has been slow and complex due to a number of barriers and challenges, making the current impact of the ASEAN Economic Community on health worker mobility within the region minimal.
• Full implementation of the MRAs can only be achieved with the support from broader trade and immigration policies and a genuine political commitment.
• Policy makers in ASEAN Member States need to manage competing national interests in order to harness support for the effective implementation.
health professional training and health services currently provided (Kanchanachitra et al., 2011) . This study examines the observed and potential impact of the health-related MRAs on health worker mobility within the region in the period 2006-16, particularly with regard to qualified doctors and nurses. We identify barriers and challenges to the implementation of the MRAs and offer suggestions for strengthening the mechanisms for health worker mobility within the region.
Methods
This article presents the results of a narrative literature and document review, consistent with the RAMESES guidelines (Wong et al., 2013) and other narrative approaches for qualitative research in international development and policy making in the area of health (Mays et al., 2005; Thomas and Harden, 2008; Snilstveit et al., 2012) . These flexible narrative approaches allow for the synthesis of different types of evidence without the need for the transformation of data into a common metric for analysis (Mays et al., 2005; Snilstveit et al., 2012) . Peer-reviewed journal articles and grey literature from the period beginning in 2005 were used as sources for data collection. The searches were conducted in April 2017 and articles were identified according to pre-determined inclusion and exclusion criteria, selecting only articles written in English and published between 2005 (prior to the first health-related MRA being signed) and 2016.
The search and review were carried out in three stages. In the first stage, peer-reviewed journal articles were identified through databases including EMBASE; PubMed; Web of Science; Research Library in ProRequest; Econlit, CINAHL and Medline in EBSCOhost; and Scopus, using a search string based on the concept of 'Mobility of Health Workers in the ASEAN region'. Details of keywords in the search string are shown in Supplementary Table S1 . In ProRequest, only Full Text publication entries were chosen in order to manage the overwhelming number of references. The grey literature was searched through Google and the ASEAN website (http://asean.org/asean-economic-community/sectoral-bodies-underthe-purview-of-aem/services/healthcare-services/) using the search string 'asean mutual recognition agreements þ health workforce þ AEC þ trade policy in health services'. The results of only the first 10 pages were screened, and the executive summary of each selected document was skimmed. Usually, the first ten Google pages display webpages or documents that are most relevant to key words or phrases employed in the search (Rigotti, 2017) . All identified references were combined in a single database using EndNote X7 and were sorted to remove both internal and external duplicates.
The second stage involved title screening and selection, following the removal of duplicates from the database. For the peer reviewed literature, the selection included only articles discussing general health workforce mobility, medical tourism or mobility in any country (not limited to the ASEAN countries), health workforce training in the ASEAN Member States, laws or agreements related to trade in health services and migration of health workforce in ASEAN, and World Health Organization (WHO) health systems strengthening analyses in ASEAN Member States (World Health Organisation, 2007) . For final inclusion following full-text review, the grey literature search selected only documents providing clear authorship, institutional affiliation and year of publication.
In the third stage, abstracts and executive summaries of the selected titles were reviewed following Thomas and Harden (2008) , inductively coding text, grouping similar codes or descriptive themes, and deriving the four main analytical themes: 'AEC', 'health workforce migration', 'medical tourism' and 'health systems in ASEAN countries'. These four main themes encompassed 42 coding categories (see Supplementary Appendix S1). Full-text review of the selected records was then conducted, focussing on the AEC and its impact on health worker mobility within the ASEAN region through the MRAs and trade policy in health services. Recognizing the difficulties in assessing the quality and reliability of different pieces of qualitative research, evidence was not systematically weighted, but strengths and weaknesses of different sources of evidence were identified where relevant.
The document search and selection process is illustrated as a flow chart in Figure 1 . For the screening of abstracts and executive summaries, 306 documents were included and 24 documentsconsisting of 12 peer-reviewed articles and 12 reports-were objectively selected for full text review (see Supplementary Appendix S2). The review processes were conducted by VT and RG and crosschecked by the co-authors. NVivo 11 (pro) for Windows was used to manage, code, query and visualize the data. The use of NVivo helps to enhance rigour through audit trail strategies (Padgett, 2012) . Our analysis is concerned primarily with the implementation of the MRAs as a part of the more recently signed AEC agreement and their effect on the mobility of qualified doctors and nurses within the region. For narrative clarity, the findings are presented under four themes that emerged from the review of the literature:
• The role of the MRAs under the AEC • Progress of the implementation of health-related MRAs • Impact of the MRAs on domestic health systems and human resources for health • Barriers and challenges to the implementation of health-related MRAs.
Results
Our search and review revealed only a limited number of relevant articles, demonstrating that the issue of MRA implementation and health worker mobility is an area requiring more extensive evaluation and primary research. For the peer-reviewed literature, only 12 articles were selected as relevant from the 249 identified by abstract. From the grey literature search, only 12 out of 57 reports identified by executive summary were included after full-text review. In general, the peer-reviewed literature has focussed on five countries: Thailand, Singapore, the Philippines, Malaysia and Indonesia. Information on the situation in Cambodia, Lao PDR, Myanmar and Vietnam was the most difficult to obtain.
The role of the MRAs under the AEC
The AEC, initiated in 2015, provides a formal structure for economic co-operation, including labour force mobility, between ASEAN Member States. MRAs for doctors (signed in 2009) and for nurses (signed in 2006) provide the set of standards used (potentially) to license these qualified health workers across regional countries. Although the recent combination of these two separate frameworks offers the potential for improved health worker mobility, the positive impact of these measures is yet to be observed. The AEC is a hybrid free-trade area and economic agreement that falls short of full economic integration, which is defined as 'a staged process through which a group of countries gradually coordinate or merge their economic policies over time' (Allen et al., 2010, p. 2) . The AEC is unlike the European Union or the European Economic Area (Wangchuk and Supanatsetakul, 2015) in that it does not aim to offer 'free' flow of skilled labour. Rather, the AEC is designed to facilitate only a 'freer' flow (Sugiyarto and Agunias, 2014; Aungsuroch and Gunawan, 2015) .
Similarly, the earlier MRAs provide a framework for aligning the minimum required qualifications for doctors and nurses between ASEAN countries (Allen et al., 2010) . But they do not provide a cross-migration tool that allows doctors and nurses to move without restriction between Member States (Chia, 2011; Papademetriou et al., 2015) . The implementation of the MRAs has been based on both national qualification frameworks and the ASEAN Qualification Framework (Sugiyarto and Agunias, 2014) . Even so, the quality of national health-worker education and training is uneven, and the qualification frameworks are only one part of a larger system of health-worker employment. The MRAs therefore cannot guarantee free and unrestricted mobility of health professionals between Member States and freer cross-border migration will require deeper cooperation on issues such as trade agreements and immigration regulations (Sugiyarto and Agunias, 2014; Papademetriou et al., 2015) . Moreover, recruitment processes for foreign workers are largely under the control of the private sector (and not the governments of the Member States) (Asian Development Bank and International Labour Organisation, 2014; Sugiyarto and Agunias, 2014).
Meanwhile, emigration policies, market demand and recruitment policies continue to affect health-worker intra-regional mobility. According to Chia (2011, pp. 264-265) :
MRAs appear to be the main tool for skilled labor mobility in ASEAN. However, negotiating for recognition is a complex and time-consuming process given the wide differences in development levels among ASEAN countries. Effective implementation of these MRAs pose even further problems. Negotiating bilateral MRAs might be easier to achieve and implement.
Even so, Mendoza and Sugiyarto (2017) report that the Member States regard the full implementation of MRAs as playing a critical role in strengthening the AEC, though they acknowledge the complex issues hindering implementation. Antonio (2015) highlights the region's potential economic growth from the demographic dividend-the increasing proportion of the working age population and decreasing proportion of dependent populations-which creates the potential for a larger pool of skilled labour across the region. But Member States are anxious, nonetheless, that the implementation of the MRAs could backfire by exacerbating existing challenges and imbalances. Member States with existing health-worker shortages could lose more-skilled health workers to Member States with better employment opportunities.
Progress in the implementation of health-related MRAs
Some progress is evident in MRA implementation. The ASEAN Joint Coordinating Committee on Medical Practitioners (AJCCM), the ASEAN Joint Coordinating Committee on Dental Practitioners (AJCCD) and the ASEAN Joint Coordinating Committee on Nursing (AJCCN) were established to facilitate MRA implementation. Each committee requires two appointed representatives from the relevant professional regulatory authorities of each Member State. Meetings are held three times a year to compare existing domestic policies, procedures and practices in relation to the registration and licensing of health professionals (Mendoza and Sugiyarto, 2017) . The key area of progress has been the exchange of information on regulation and registration standards. And there is some evidence of regional collaboration through student associations and medical schools (Kittrakulrat et al., 2014) .
The implementing structure for the MRAs for medical, dental and nursing services and illustrated in Figure 2 , based on information from the ASEAN website ('ASEAN: Healthcare Services, 2017'). With regard to doctors, according to the latest status report on the implementation of the MRAs (Mendoza and Sugiyarto, 2017) , no physicians or dentists have been reported to register, move to, or work in another Member State based on the provisions of the MRA. With regard to the nursing MRA, a 2015 report, Assessing the progress of ASEAN MRAs on professional services, noted that 55 nurses from ASEAN countries were registered as foreign nurses in other Member States (Brunei Darussalam: 50, Vietnam: 5) (Fukunaga, 2015) . Significantly, in Singapore 5400 nurses from other ASEAN states were registered and 2200 enrolled at the Singapore Nursing Board (Fukunaga, 2015) , but without clearly invoking the MRA on nursing.
Progress has also been made in the incorporation of MRA principles into national legislative frameworks: (Mendoza and Sugiyarto, 2017) . Progress on accreditation guidelines and core competencies for health professional education and training in response to the MRAs has, as well, been evident. For example, all the Member States have upgraded their nursing curricula to meet the requirements for a bachelor degree, a requirement set by the AJCCN in response to the nursing MRA (SEAMEO TROPMED, 2016).
However, there is still a high level of diversity in systems for medical education, training and licencing. Kittrakulrat et al. (2014) and sources from the ASEAN website ('ASEAN: Healthcare Services, 2017') provide a comprehensive review of medical education and licencing in each Member State. All Member States except Brunei Darussalam were reported to have a medical licencing exam (MLE), though there is significant variation in what these entail. The period of pre-service training for medical doctors ranges from 5 years in Malaysia, Singapore and the Philippines to 8 years in Cambodia. There is an increasingly consistent use of English as the medium of examinations, combined with the local language. While French remains a language of instruction for medical practitioners in Cambodia and Lao PDR, it is not used in their MLE (AJCCM).
Impact of the MRAs on domestic health systems and human resources for health
Some argue that liberalization of health-care markets in ASEAN promises significant economic gains (Chongsuvivatwong et al., Figure 2 . Implementing structure of health-related MRAs 2011). But there is also concern that trade agreements that affect health services have been made without the input of national health policy makers and that, if viewed in isolation, trade policy 'might cut across other legitimate regulatory objectives' (Dee, 2013, p. 250) and place economic priorities ahead of health considerations (Gough, 2013) .
In Thailand, e.g. there is particular concern that more inmigration of doctors as well as patients from other Member States may have an impact on the health system. There is concern too about the out-migration of Thai doctors to Member States offering better financial incentives and the internal brain drain of highly skilled health professionals to private hospitals as a result of medical tourism (Kanchanachitra et al., 2011; Kittrakulrat et al., 2014) . It has been argued that medical tourism and trade in health services may act together as pull factors for the intra-regional mobility of health workers (Gunawan, 2016) . In some countries, medical tourism has led to a rapid expansion of the labour market for the private health sector (Connell, 2011) .
Other observers think that the MRAs may be used to address the nursing shortages in some Member States . However, in the higher-income Member States there is a possibility that immigration of health workers from the lesser developed states may lead to outcomes from which only the better-off Member States will benefit (Arunanondchai and Fink, 2007) . Kanchanachitra et al. (2011, p. 773) An impetus to improve health educational systems and professional regulations in Member States appears to be one positive effect of the MRAs (Papademetriou et al., 2015) . There is a rich discussion about this question. Luekitinan (2014) argues that education institutions should play a role in preparing graduates for employability in an integrated ASEAN. Coordination between health worker production and capacity for employment is also needed (Kanchanachitra et al., 2011; Gunawan and Aungsuroch, 2015) , especially where private providers are involved in health professional training and service delivery alongside the public sector. Strong oversight of the quality of training is needed, particularly in countries such as the Philippines and Indonesia, where private providers train health workers specifically for outmigration (Kanchanachitra et al., 2011) . Some authors argue that collaboration in region-wide training initiatives and the harmonization of course curricula would help to improve the quality of medical training and health service delivery (Arunanondchai and Fink, 2007; Kittrakulrat et al., 2014; SEAMEO TROPMED, 2016; Mendoza and Sugiyarto, 2017) . For medical practitioners, one proposal is a common ASEAN surgical curriculum and a common examination conducted by an ASEAN Board of Surgery (Lum, 2013) , or at least to extend the exchange of best practice methods between regulators in Member States (Kittrakulrat et al., 2014) .
Barriers and challenges to the implementation of health-related MRAs
Despite progress, there are a number of barriers to the fuller implementation of the medical and nursing MRAs. First, inconsistencies arise between Member States because the implementing mechanism for the MRAs is not centralized within ASEAN (Sugiyarto and Agunias, 2014) . The aim of the ASEAN Qualification Framework is to harmonize regulatory arrangements between the Member States by aligning the national frameworks according to a common reference. However, Sugiyarto and Agunias (2014) note that some national professional associations may regard the ASEAN Qualification Framework as a threat rather than benefit to their members.
Second, 'occupational protectionism' of the local workforce has been highlighted as a challenge to implementation (Supakankunti and Herberholz, 2012; Papademetriou et al., 2015) . For example, the Indonesian Medical Association has resisted changes to its medical degree; expressing concern about competition from foreign health professionals and showing a desire to 'safeguard' the home market (McCall, 2014) . Fukunaga (2015) reported that national regulations prevent foreign nurses (except specialist nurses) from providing services in Indonesia. At the same time, Indonesia is also concerned about outmigration of some of its best doctors to neighbouring Member States, particularly Singapore and Malaysia, where aspects of language and culture are shared (McCall, 2014) . Similarly, the Philippines constitution appears to constrain foreign doctors from filling professional posts, though there are no reciprocal constraints to medical out-migration (Aldaba, 2013; McCall, 2014) .
Third, the recognition of professional medical and nursing qualifications is one of the major issues. In Thailand, a foreign medical practitioner wishing to work in the country needs to hold a valid medical licence from their country of graduation, and then also obtains a medical licence (either temporary or permanent) from the Medical Council of Thailand (Wangchuk and Supanatsetakul, 2015) . One of the requirements for obtaining the licence is to pass the National Medical Licence Examination of Thailand in which the final stage Objective Structured Clinical Examination is conducted only in the Thai language (Wangchuk and Supanatsetakul, 2015) . Gunawan and Aungsuroch (2015) report that in Indonesia there are many categories of nurses which are not equivalent to registered nurses in Thailand and the Philippines, who hold a bachelor degree (required to provide basic nursing services). Since the majority of Indonesian nurses hold Sekolah Perawat Kesehatan (SPK)-a 3-year program at senior high school providing basic nursing skills-and a diploma, it is difficult for Indonesian nurses to be recognized in other Member States.
Similarly, in Cambodia, to deal with the shortage of midwives in rural areas, the government introduced a 1-year primary midwife programme in 2003. Students initially recruited in the programme needed to have Grade 7 education, subsequently increased to Grade 10 (Kanchanachitra et al., 2011). They are not regulated by the Council of Nurses, but by the Council of Midwives, which is an independent council (Clarke et al., 2016) . As there is no explicit MRA on midwifery, it is uncertain if representatives from the Council of Midwives can partake in the AJCCN and if the Council of Midwives in Cambodia then has the authority to recognize midwives from other Member States. In some Member States such as Brunei Darussalam, Myanmar, Malaysia, Singapore and Thailand, nurses and midwives are regulated by the same regulatory body ('ASEAN: Healthcare Services, 2017').
Fourth, MRA implementation is also challenged by the way regulatory bodies work in each Member State. Mendoza and Sugiyarto (2017) highlight the lack of institutional capacity in some Member States, a result of insufficient funding, inadequate legislative frameworks, frequent turnover of staff responsible for the MRAs, lack of inter-sectoral co-ordination among the professional bodies and relevant government agencies, and limited data collection and sharing within both the country and the region. Clarke et al., (2016) highlight the complex array of, and overlap between, the various health professional regulatory bodies in Cambodia, e.g. Sugiyarto and Agunias (2014) concur that national governments face difficulties adapting domestic policies and regulations to meet the MRAs due to limited public and political support for change and weaknesses in capacity for stewardship. Fifth, differences in culture and language between Member States affect quality of care, particularly for nursing, where constant communication with patients is essential. While English is the working language of ASEAN, few domestic patients or health co-workers in different Member States communicate in English (Gough, 2013) . In contrast, foreign dental practitioners wishing to work in ASEAN are not much affected by the requirement to understand local languages, and professional dental regulatory authorities only in Cambodia and Thailand impose this requirement (Mendoza and Sugiyarto, 2017) .
Finally, the limitations of health workforce data in ASEAN Member States create significant challenges for policy making and planning. The largest gaps in data about the health workforce were reported to be evident in Cambodia, Lao PDR, Myanmar and Vietnam. These shortcomings mean that monitoring the impact of the MRAs on the health workforce is less effective. Among the main difficulties governments face is obtaining data from private training organizations and employers. An ASEAN facility to monitor shortages and surpluses of health workers in different Member States could help to circumvent this (Arunanondchai and Fink, 2007) .
Discussion
It is, in general, too early to judge whether or not the initiation of the AEC since 2015 has helped to improve MRA implementation and cross-border mobility for qualified doctors and nurses. Achieving effective economic integration within ASEAN is a gradual, long-term process that is still in its early stages. In comparison, it took more than twenty years for the European Economic Community to be established as a more homogenous group (Antonio, 2015) and even now it faces significant challenges in the aftermath of Brexit. Similarly, 'The AEC [remains] a work in progress that may take at least twenty years to complete' (Antonio, 2015, p. 8) and its inauguration on 31 December 2015 was therefore an important, but largely symbolic, landmark. ASEAN in fact recognizes the need for assistance in economic development and administrative capacity building in particular for Cambodia, Lao PDR, Myanmar and Vietnam ('ASEAN: Establishment, 2017'). A disconnection between trade and health objectives is, however, already evident. Although Ministries of Trade have typically shown some enthusiasm for negotiating MRAs, a reciprocal feeling has not always been evident for Ministries of Health and Education.
Further economic integration will be required before the MRAs can take full effect in facilitating increased labour mobility. This is not unusual. The MRAs that have been employed in the Americas and Europe also initially failed to reduce mobility barriers quickly (Mendoza and Sugiyarto, 2017) . In the AEC, the recent establishment of joint coordinating committees for medicine, dentistry and nursing (AJCCM, AJCCD and AJCCN) is, however, a critical step towards the fuller implementation of the MRAs (Mendoza and Sugiyarto, 2017) . One product of the 'demographic dividend' enjoyed by the ASEAN states (resulting from economic growth and a greater proportion within the productive-population age group) is to provide the region with a higher level of human resources, including professional and skilled labour. Although some Member States are rich in capital but scarce in labour, others have excess labour but capital shortages. When the conditions are right for the full implementation of the MRAs, particularly for medicine and nursing, these imbalances could be further evened out through the increased crossborder labour mobility (Arunanondchai and Fink, 2007; Van Minh et al., 2014; Antonio, 2015) .
However, a sense of progress is evident in the implementation of the health-related MRAs. Unlike other MRAs, particularly for engineering, architecture, and accountancy, the health-related MRAs do not have ASEAN-level professional registries to streamline certification at the regional level. Registration is, instead, carried out by the professional authorities (for medicine, dentistry and nursing) in the destination Member State (Mendoza and Sugiyarto, 2017) . In some Member States, this has stimulated regulatory change, with Lao PDR and Myanmar, e.g. creating dental and nursing regulatory authorities following their participation in MRA coordination committees (Mendoza and Sugiyarto, 2017) .
There is an interesting contradiction with regard to nursing. Nursing is the profession most restricted by domestic regulations; all the 10 Member States impose language requirements, and 9 require foreign nurses to pass national licensing exams (Mendoza and Sugiyarto, 2017) . Nursing, however, is the sole health profession for which intra-regional mobility has been reported (Fukunaga, 2015) . This may be due to the fact that there is market demand, nurses are the most needed health workers, and nurse migration is commonly a workforce priority (Blythe and Baumann, 2009) . At the same time, a sense of caution about the impact of the MRAs on the national health workforce has delayed implementation for each professional group. In some countries, there has been uncertainty about whether the MRAs may create an inflow or outflow of health professional staff and whether the use of foreign health workers may improve or damage the quality of health service delivery.
Although some policy options for managing the intra-regional mobility of health workers have been identified, there is little evidence about best practice (Kanchanachitra et al., 2011) . The introduction of ethical codes for recruitment as well as improved retention policies for source countries have been advocated (Connell, 2011) , supported by policy to improve the management of communication issues within ASEAN (Gough, 2013) . In some cases, bilateral agreements have demonstrated efficacy in managing migration (Dhillon et al., 2010; Kanchanachitra et al., 2011) . Another proposal is for a special ASEAN visa that is truly temporary in nature, which would allow cross-border migrants to gain knowledge, expertise and experience while ensuring their timely return to the home country (Arunanondchai and Fink, 2007; Kanchanachitra et al., 2011) .
One of the challenges remaining in the implementation of the health-related MRAs is the use of English as the common working language in ASEAN. While this is intended to help communication between Member States, the use of local languages in the medical examination process in each country continues to provide an obstacle to full MRA implementation (Kanchanachitra et al., 2011; Kittrakulrat et al., 2014) . In Vietnam and Indonesia, no English is used in any stage of the MLE, whereas the examinations in Cambodia, Lao PDR and Myanmar may include English examination questions in addition to questions in local languages (Kittrakulrat et al., 2014) . The continued use of local languages may reflect anxiety by some Member States about the unintended effects of MRA implementation on the local health workforce. Evidence from Kittrakulrat et al. (2014) suggests that the MLE in each Member State may have been designed to promote the national interest rather than regional benefits, and, according to Peterson et al. (2014) , licensure regulations can implicitly, but effectively, serve as a barrier to the inflow of skilled migrants under the pretext of public interest. Even so, five Member States (Brunei Darussalam, Malaysia, Myanmar, Singapore and the Philippines) have institutionalized English in school curricula and five other Member States have emphasized the important role of English through their curricula (UNESCO, 2014) .
It is known that divergences in language and qualification standards have an effect on the quality of care through the providerpatient relationship (Kittrakulrat et al., 2014) , particularly when communication and trust between provider and patient are interrupted. The occupational need for nurses to interact closely with patients therefore needs to be at the heart of the MRA-nursing arrangements . Divergent professional qualification standards also remain a central issue, a result of the different education and training systems across the Member States (Supakankunti and Herberholz, 2012) . Technical issues arise from the use of different terminology and inconsistent classifications, especially in nursing, and the process of licensing of foreign health workers is not well managed across ASEAN countries. This arises partly because market demand and political need tend to override (in some cases) commonly agreed regulations. Growth in the number of private training providers for health workers also creates difficulties in regulation for Member States.
Conclusions
The implementation of health-related MRAs has been slow and complex, making the impact of the recently initiated AEC on health worker mobility within the region minimal. Freer movement of health workers does not yet appear to have been facilitated by the MRAs, and there is substantial work remaining to achieve full implementation. As well as the legislative, technical and institutional barriers that must be addressed, individual factors also need to be addressed for greater regional workforce mobility. Often, individual preference for better working environments, socio-economic status and professional development makes the higher-income countries outside ASEAN more competitive destinations for mobile health workers. Health workers also seem to have less interest in moving to other ASEAN countries because of differences in language, culture and socio-economic development. Furthermore, both professionals and employers may not make use of the MRAs while wages and working conditions across Member States remain uneven (Wangchuk and Supanatsetakul, 2015; Mendoza and Sugiyarto, 2017) .
Significant progress has been made, during the negotiation and introduction of the MRAs, in establishing relevant implementing bodies across the Member States and in exchanging information. But during 2006-16, operationalizing the MRA principles has been limited and extensive health worker mobility through the MRAs has not yet been observed. Arguably, the MRA processes have the potential to provide a structure with which to explore and to formalize health worker movement within ASEAN, but if the AEC is to have a meaningful impact on the health worker mobility, the full implementation of health-related MRAs is essential. This can be achieved only where broader trade and immigration policies align and there is genuine political commitment to addressing the outstanding issues. Policy makers in ASEAN Member States need therefore to manage competing national interests in order to harness the full benefits of the MRA system.
